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A recertificati n survey was conducgted from 53 =iy
February 5, 2 108 through February §, 2008. The - | PRE
survey was Ir zted using the fundamental survey M gr:!'—?“@
process. A e nclom sampie of three clients was o ZLi ,:I
selected from a client population of five males A g?ﬁﬁrﬁ
with various ¢ saibllities, The findings of the = 2o ﬁi
survey were b azed on observations, intferviews U %;im
with one cllen , staff in the home and three day . gg &
programs, as wvell 43 a review of client records, - pord 5
administrafive records, and incident reports. _C_> foig
Investigation | zports were also reviewed.
W 120 | 483.410(d)(3; SIERVICES PROVIDED WITH W 120

OUTSIDE §C URRCES The QMRP will coordinate with the day pre gram o
ensure that the BEP is implcmentad as writ :n, and
that data is collected, and reviewed, at all setings

as described by the plan.

The facility m! si assure that outside services
meet the nee s of each cllent,

This STAND/A D is not met as evidencad by:
Based on obe srvafion, interview and record
review, the fa lity falled fo ensure that outside
servicas meti 1€ heeds of one of three clients in
-the sample (C ient#2).

The finding in Judes:;

On February ¢ , Z008 at approximately 10:07 AM
Client #2 was stserved to spit one time on the
floor while ent wing the class room with his 1:1
staff psrsan.  nbarview with the Active Treatment i
Specialist (AT 3) at 9:48 AM revealed that spltting
was one of Gliznt #2's challenging behaviors.
Further intervi sw with the ATS revealed that the
day program « Id not document Client #2's
challenging be hzivior of spitting on the floar an the
Antecedent B: havior Consequence (ABC) forms
becauze the ¢ )cumentation was discontinued.
There was no semmuniestion with the group

LABORATORY DIRECTOR'S OR | REIVIDER/SUPFLIER REPRESENTATIVE'S SIGNATLRE TITE ("f) DATE

M . I ”:/_Wh-" “Dieetor ol Qy‘é:/)‘é/ e ies o?,é«-"'/ﬁ?

Any deficiency statemant andin' with an aaterisk (*) denates a deflciency whieh the Institution may be excuted from co?recﬁng. praviding i & determined (hat
other aafeguards provide suffici nt protection tn the patiente, (See instructions.) Excapt for mursing hemes, the findings stated above are dizclosable 50 days
follewing the dake of survey whe her or nat a plan of vartection Is provided. For nursing hames, ihe abave findings and plans of correctior afe disclosakla 14
days following the date these di zuments gre mada available to the faclllty, If deficlenciss are cited, an appravad plan of correction is reqisite to continueg
pregeam patticlpation. :
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horrie mbout | 1€ decision discontinue collecting
data on this t shavior.

Interview witt the Qualified Mental Retardation
Pmfessional QMRP) onh February 5, 2008 at
approximatsl ' 3:15 PM revealed that the day
program was re;juired to docutmenting each time
Client #2 spit | s It was a part of his Behaviar
Support Plan {BSP). Review of Client #2's day
pregram BSF diated August 26, 2007 on February
5, 2008 listec “Sipitting on the Floor" as one of his
chalienging k :haviers, Furlher record review
revealed that Zlent #2's BSP for the faclllty listed
“Spitting on t & floor as a target behaviors and
should be dor uinented as it occurs. Review of
Client#2's log hook kept by the AM 1:1 staff
failed to evide nge of documentation when the
spitting beha (0" oceurred on February 6, 2008 at
the day progr .

It should be rted during medieatlan pass on
February 8, 2 )03 at 5:13 PM Client #2 was
administered -ydroxyzine 26 mg. Actording to
the medical ri cord, this medication was
prescribed to Jecrease the client's spiting
behavior, '

W 124 | 483.420(a)(2! PROTECTION OF CLIENTS W 124
RIGHTS

The facility m 15" ensure the rights of all clients.
Therefore the facility must inform each client,
parent (if the ' fient Is a minor), or legal guardian,
of the client's nizdical condition, developmental
and behaviol 3l status, attendant risks of
treatiment, an | of the right to refuse treatment.

This STAND/ R'J s not met as evidenced by:
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Based on obs :niation, interview and record .
revisw, the far llily falled to ensure the right of |
each cllent or heir legal guardian o be infarmed
of the client's | nedical condition, developmental
and behaviors slatus, attendant risks of
treatment, anc the Hght to refuse treatment for
two of faur clie nts reslding in the facility. (Client
#1, &2 and #3

W 124

The findings it clide:

1. Interview v th the evening medication hurse on
decision-maker is informed in writing of the health

February &, 2( DE at approximately 5:33 PM
revealed that liant #1 was administerad Paxil
12.5 mg with | 'a«il 25 mg each morming for-
anxietly/depre: sion. [nterview with the Qualified

bencfits and nsks of recommended treammer ts
(including the BSP if it provides [or resiricti ve
measures), and will obrain writren consent for such

~
Mental Retarc ition Professional {(QMRP) on treatmenls. 5/&’/&7
February 5, 2( 0tl at 3:19 PM revealed that Glient
#1 had an inve lved sisters that signs consent for -
treatment. Re sisw of Client #1's Psychologlea!
Assessment c 1 Febtuary 7, 2008 at
approximately 3:11 PM revealed that the client did
not gvidence 1 12 capacity to make independent
declsians on ' s behalf regarding his habilitation
planning, trea' nent placement, financia), and
medical matte s. There was no documented
evidence that he facility informed Gllent #1 or a
leqally-authori e representative, as appropriate,
of the health b =nefits and risks of treatment
associated wit 1 the use of his psychotropic
medications a 1d comresponding BSP.
Additionally, tr = Tacllity failed to provide evidence
that substitute 1 onsent had been obtained from
a lagally recog vired individual or enlity.

2. During the medlcation pass on February 5,
2008 at 5.13 F M, Client #2 was administered
Clonazapam | nmig, Carbamazepine 200 mg,
Risperdal 1 m ), and Hydroxyzine 25 mg by

2. Se response to #1 above.

bt
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W 124 | Continued F o page 3

mouth. Intel view with the Licansed Practical
Nurse (LPN) on the same day at approximately
5:40 PM rev g ed that the medication was
prescribed fi r inaladaptive behaviars, Review of
the client's ¢ inent physicians orders on February
7, 2008 at a| proximately 9:54 AM ravealed that
the psycheln ipic medications was incorporated in
a Behavior & Jppont Plan (BSP) dated December
6, 2007, 1o & idress behaviors associated with
physical agy ession (hitting, spitting at, and
scratehing ol 1ers), sitting on the floor (at
inappropriak times, usually when asked w
complete tas <s), self-injurious behaviors, property
destruction, i ublic mashirbation (grabbing genital,
smearing fec =5, and clothes stripping.

W 124

Interview wit' the Qualified Mental Ratardation
Professional ‘'CMRP) on February 5, 2008 at 3;20
PM revealed that Client #2 has an involved
mother that = |gne consent for tfreatment Review
of Client #2's Psychaological Assessment on
February 8, 7 008 at approximately 9:04 AM
revaaled thal the client did not evidence the
capacity to i ake independent decisions on his
behalf regarc ny his habilitation planning,
treatment ple ;ement, financial, 2nd medical
matters. The e was no documented evidence
that the faclli! ¢ infarmed Cllent #2 or a
l=gally-autho ized representative, as appropriate,
of the health jenefits and risks of treatment
associated w th the use of his psychotropic
medications  nd correspanding BSP.
Additionally, 1 1& facility falled to provide evidence
that substitut. d consent had been obtained from
a legally rece jnized individual or entity.

3. Interview v, itf: the evening medication nurse on | 3" The QMRE Will coordinate with the DD, s

February 5, 2 308 at approximat_ely 6:24 PM ' support coordinator (formerly known as the cese
revealed that Zllant #3 is administered Wellbutrin manager) to apply for a medical guardian. _gm
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180 mg every norning for depression. Interview
with the Qualli ad Mental Retardation
Professional { 2MRP) on February 5, 2008 at 3:22
FM revealed 1 1al Client #3 was eighty-three years
old and did nci’ have a legal guardian and/or
family membe: s fo glva consant for treatrment.
Reviaw of Clic 1t #3's Psychological Assessment
on February € 2008 at approximately 2:237 FM
revealed that | 1€ client did not evidence the
capacity to mz Ke: decisions on his behalf about
trestment, hal [Mation, on-going medical care,
and finanelal ralters. There was no documented
evidence that he facllity informed Cllent#£1 or a
legally-authorl. :.ed representative, as appropriate,
aof the health L 2nefits and risks of treatment
assoclated wit 1 the use of his psychotropic

' medications a id corresponding BSP.
Additionally, t = -‘acility failed {0 provide evidence
that substitute | consent had been obtained from
d legally recot vized individual or entity.

W 125 | 483.420(a)(3) *F.OTECTION OF CLIENTS W 125
RIGHTS
Clients 1 and 2 havc mcdical decision-makzrs. The,
The fEC“l'ty mi st ensure the rights of all clienis, QMRP will ensure that they are provided w th '
Therefare, the facility must allow and encourage written information on recommended medical
individual clier s to exerclse their rights as ¢lients treatments, énd that they provide written inl yrmed
af the faellity, 1 nd as cltizens of the United States, consent for treutments, The QMRP will coc rdinate
including the ri 3ht to file complaints, and the right with the DDA support coordinator 10 apply ora )
fo due proces:, . micdical guardien for client #3. W

This STANDA [ is not met as evidenced by:
Based on inter /iews and record review. the facllity
failed to ensur : that individuala who lacked the
capacity to ma <& Infarmed decisions had
recetved assis arce with identifying a surregate
decision-make - for habilitation and treatment
needs, for two of four clients residing in the
Tactity. (Cllenl #1,#2 and #3)
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The finding il cludes:
The facility fe lled to ensure Client #1, #2, and #3's
rights were ¢ vlected by making certsin each
client had a | gilly sanctioned representztive to
assist them v ith making decisions regarding their
treatment. [£ ee W124)
W 158 | 483,430(a) C JALIFIED MENTAL W 159

| all shifts.

RETARDAT| DM PROFESS|ONAL

Each client's ictive treatment program must be
integrated, ¢t ordinated and monitered by a
qualified mer tal retardation professional.

This STAND: RD is not met as evidenced by:
Based-on ob. ervations, Interviaws with the
Qualifled Me: tal Retardation Professional
(QMRP) and -ecord raview, the QMRP failed to
ensure integr itinn, coordination and monitoring of
client's active treatment regiman.

The findings . 1clude:

1. Cross refe rto Wd41. The QMRP failed to
ensure that b 1lel fire evacuation drills quarterly on

2, Crossrefs -{o W249. The QMRP failed to
staffs implem :nted programs as outlined in the
Individual Pre Jram Plans (IPPs).

3. Cross refe "to W193. The QMRP failed to
staff demons' aled competency in the
implementath n of Client #5's Behavior Support
Flan (BSP).

4, Cross refe “to W189, The QMRP failed fo

1. The QMRP will cnsure thar the Residential |
Director (RD) will hold and document fire

evacuation drills quarterly under varied co ditons 3 A‘% y

on gll shifls,

2. The QMRP will ensurc that staff from buth the

residenee and the day sctting are trained 1o / 51
: ) - 3 6
implement each person’s IPPs. ]

3. The QMRP will cnsurc that staff are trat 1ed 1o
effectively implement client #5°s BSP. 325/ 5]

\

4. The QMRF will implément training for: 11 stafl ~

FORM CMS-28137(02-08) Praviauz ‘ersions Cbgelate Evenl 1D YLYG1$

- 25 needed (o cnable them 10 perform their ¢ atjes / |,
effectively. efficiently, and compeently. S 70
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The facility mi st pravide each smployee with
Inltlal and eon’ nuing tralning that enables the
employee to | erform his or her duties effectively,
efficiently, anc’ competently.

This STANDA RLI is not met as evidenced by:
Based on cbsi rvation, Interview and record
review, the fac lity falled to ensure that each
employee was proyided with continuing training
that enabled t' & zmployee to perform his or her
duties effectiv: ly, efficiently, and competently.

The finding inc udes:

1. The facility ailed to ensure that Client #3's soft
hand splints w-:re: placed on his hands in
accordance wl h the current physliclan's orders as
evidence belo ~ o

On February § 2008 at spproximatety 3:37 PM,
Client #3 was : brerved sitfing in a wheelchair
with his arms 2 nd hands tightly against his body
while watching televisian. At 5:49 PM direct care
staff was obse ved o place hand splints on the
Client. [ntervie v with Residential Direction (RD)
revealed that | e hand splints helps with kesping
hls hands tight y logether. Further interview with
the RD reveale d 'hat the client should wear the

‘ WASHINGTON, DC 20001
(%4) ID SUNMAI Y 3TATEMENT OF DEFICIENCIES n FROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFI' IENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD EE COMPLETION
TAG REGULATOR " OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TA THE APPROPRIATE DATR
DEFICIENCY)

W 150 | Continued Fr¢ 11 page 6 W 159

ensure that er oF employee was provided with

continuing frai \ing that enabled the employee to

perform his or her duties effectively, efficiently,

and cornpeter fy,

5. Cross refel tc W436. The QMRP failed to T T —

ensure that Cl anit#2 was provided with necessary 3 Thf QMRF will cnsure that the client hiis

adaptive equip. ment (shower chalr). nceessary adaptive equipment. . 3 /,-z 5’/0)’
W 189 | 483.430(e)}{1) S3TAFF TRAINING PROGRAM W 189 .

1. The QMRP will ensure that the RDD and 5 aF are
trained on the physician’s orders on the use »f the

splints, and ensure that staffi mplement the ( rders
as written, )

3bstr

FORM CMS.2567(02-90) Previgus vi ‘slens Obsolete
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W 188 | Continued FI ym) page 7 W 189
hand splints |aily and should be removed by
dinner ime. wview of the current physician's
datad Janua r 2008 on February 8, 2008 at
approximatel ' 2:37 PM revesled the client has a
diagnosis of ’erebral Palsy with Spastic
Quadriplegia. Multiple Flexion Contractures, and
Arthritis. Fur her review of the physician’s arders
revealed an « rder for soft hand splints to prevent
further conira stures, “The soft hand splints
should be plz e on the client's hands in the
morning after the morning cars from 9:00 AM ta
1:00 PM and ‘ernave from 1:00 PM to 3:00 PM.
Put splints ba sk on from 4;00 PM to 8:00 PM then
off." -

Interview witt: Qualified Mental Retardation
Professional | QMRP) on February 6, 2008 at 3:00
PM revealed i 1zt Client #3 was admitiad to the
facility from a iother provider on January 31,
2008, When isked if all staff had been trained on
the use of Cli nt:#3's soft hand splints, the QVRP
stated all staf are scheduled to be trained on
February 13, 1008,

Note: [t shou: 1 e noted that on February 6, 2008
at from 11:03 ard fo 12:00 PM Cllent #3 was not
observed to w 2ar hls soft hand splinks in
accordance w th the physician's orders.

2. On Februg y 5, 2008 at 5:13 PM Client #2 was 2. Tho QMRP will énsurc that the RD has a srocess
administered jenna-S tab for constipation. The fﬂj;ffe‘:faf‘i:;’iﬁgiﬁ"gi';’;’;‘,’;:::t:‘p;’s”;;’;’dﬂ o %o
client was als. prescribed Docusate Sodu{m 100 Director o Disability Services will meet with the
mg two eaps: le daily at bedfime for constipation. | QMRP, RD and nursing staffio ensurc that .
According to 1 1@ bowel tracking chart reviewed on tirnely and complete communication loop is
February 8, 21 0% at 12:46 PM, Client #2 did not established and mainlaincd so that nursing s aff can
have a bowel nuvement for three (3) days (2/1, properly react to clients' medical needs.

2/2,and 2/3/0.}). Review of the Standing 3/‘;{{ gj
Physician's O: jers S for "Constipation” revealed :
the following r ronedures:
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1. After two d s without 2 bowel mavemant,
glve prune Julr = 40z by mouth two times g day for
482 hours or

2. Milk of Ma nasia two tablespoon by mauth two
times a day PIiN or :

3. Citrate of h agnesia

4. Push oral f uids

Interview with he facility's Licensed Practical
Nurse (LPN) ¢ orifirmed that staff should notify the
nurse and givn  prune juice in accordance with the
standing phys Sian orders. Further interview with
the LPN reve: led that she was not made aware
that the client ikl not have a bowel mavement for
three days. It ‘elview with the Residantia]
Director reves ed that Client #2 had a bowel
movement wil 1l those days. but staff forgot to
record it. .

2. Cross refa to W249, The facility failed to
ensure that st iff had received efifective tralning In
implementing srograms as outlined In the
Indlvidual Pro: ireim Plans (IPPs).

483.430(e)(3) STAFF TRAINING PROGRAM

Staff must be able to demonstrate the skills and
techriques ne >assary to administer interventions
to manage thi inappropriate behavior of cllents.

This STANDA U is not met as evidenced by:
Based on obs :nrations, interviews, and record
review the fac lity staff failed to demonstrate
competengy it tle irmplementation of Client #5's
Behavior Sup) ot Plan (BSP).

The finding in ludes:

W 189

W 193

2. See response 1o W249, The QMRI* will  nsuve

that all stafl are wrained on implementation « f each
clicat's ISP as soon as the Interdisciplinary Team
has formulated it

3oses

The QMRP will ensure thal all stafl adhere o the
standards goveming the 1:1 staffing duties. Staff
who are unwilling or unable to adhere ta thy
requiremcents will be removed from such duies.

sy
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The facllity . iled to ensure that Client #5's 1:1
staff rermaine d in close proximity in accordance
with the 1:1 | »b duties and respansibilities as
evidenca be. m",

On February 7, 2008 at 4:33 PM Client #5 was
observed to 2zve the kitchen ares to go outside
to stand on t 1@ front porch. Client #5's 1.1 staff
was In the ki zhen preparing the dinner megl,
The client re: nzined outsida on the porch for two
minutes bef¢ & cotning back inta the facility. At
no time did t e 1:1 staff leave the kitchen area to
trail ar remai 1 vrithin eyesight of Client #5 as
required by I s behavior menagement plan.

Interview wit the Qualified Mental Retardation
Frofessional C:MRP) on February 8, 2008 at
approximate' / ‘|0;00 AM revealed Client #6
received 1:1 staffing 24 hours 2 dey to manage
physically ag jressive behaviors fo prevent
eloperment a1 d injuring self and others. Further
interview wit' the QMRP revealed that one of the
primary dutle s of the 1:1 staff person was fo
remaln withil eyesight and/or arms length of
Client#5 at : [l times. Review of the staff tralning
records on F :bruary 8, 2008 at 9:12 AM revealed
that all staff : lgned and received training on their
1:1 Job dutle: and responsibilities. There was no
evidence the {raining was successful,
483.440(e)(€ (vi) INDIVIDUAL PROGRAM PILAN

The individu: | program plan must include
epporunities. for client choice and
self-manage! neéing,

This STANDARD is not met as evidenced by:
Based on ob e vation and interview, the facllity
failed to ensi re that Cliznt #2 was provided the

W 183

W 247

The QMRP will ensure that siaff are rotraived on
cngaging client #2 in self management an¢ offering

opportunities for sell directed activities. Lﬂ}s/& J’
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opportunities | >r making choices as part of their
self-managermr ari

The finding inc ludes:

Evening obser satian= conducted on February 5,
2008 at appro imately 4:16 PM revealed Client
#2's 1.1 staff ¢ rganizing his close in his bedroom.
Client #2 was sbhsernved to be sleeping while
sitting in the c! alr at the frant of tha bed.
Interview withh Re 1:1 staff revealed that Client #2
normally assis s with folding laundry and
straightening r ut his closet. The 1:1 stated that
Client #2 requ ¢4 hand over hand asslstance
with thig f2sk ¢ ue to his blindness. At no timea did
the 1:1 staff o ‘21 or encourage Client #2 fo assist
with organizing his closef. There was no
evidence that he Client#2 was afforded the
opportunity for self-management ta the extent of
hiz ¢apabilities .

W 248 | 483.440(d)(1) FIOGRAM IMPLEMENTATION Wz4s|
. o The QMRP will ensure that staff in the resid moe
1 As sowon as the riterdisciplinary team has are effectively trained in implementing clien #1's
farmulated 5 ¢ iet's individual program plan, IPPs, and that residential staff ensure that hi is
each client mu st receive a continuous active encouraged 1o improve his self management skifls. ‘j/ /
treatment prog¢ ram consisting of needed Ce 5’&7

interventions z 1¢ services in sufficlent number
and frequency to support the achievement of the
objactives ider tified in the individual program
plan.

This STANDAIRL! is not met as evidenced by:
Based on absc rvatlan, interview and record
review, the fac lity failed to implement prograrms
as outlined in ! 1e Individual Program Plans
({PPs), for one of three clients included in the
sample. (Clier t#£3)
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The finding i cludes:

On February 5, 2008 at approximately 6:22 PM
Client #1 wa servad sweet potatoes, roasted
turkey brezs| collard greens, and beverage
puread durin | his dinner meal. The client was
observed 1o ; aceive total assistance from his 1:1
staff person. interview with the 1:1 staff revealed
that the clien is fotally depaendent with faeding
and his ADL Kk lis.

On February 8, 2008 at 12:11 PM ths client was
observed dur ng lunch at his day program. The
client was se ved mixed vegetable, baked fish,
and wheat br :ad pureed. The assigned 1;1 staff o
wag observe: to feed Client #1 using hand over
hand assistal ce and encouraging him to ralse the
spoonful of fc 2¢l to his mouth during the entire
meal. Intervitw with the 1:1 staff at the day
program reve ilod that she wag trained to feed
Client #5 usin 3 hand over hand assistance. The
1:1 staff furth «r revealed that Client#5 had an
objective to r: ise his spoon with food ta his mouth
with hand ove r hand assistance.

Review of Cli :nt#1's Individual Program Plan
(IPP) dated J inusary 24, 2008 on February 7,
2008 at appre dinately 3:11 PM revealed a
program that teted “with hand over hand
agsistance, th 2 client will raise hls spoon filled
with food to hi s inouth three times with 100%
accuracy far £ consecutive months." There was
no evidence ti & the Client #1 was afforded the
opportunity fo self-management and encourage
to participate 11 his programs during the dinner
meal on Febr. ary 5, 2008.

W 263 | 483 440(f)(3)( i) PROGRAM MONITORING & W 263
CHANGE
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The committe: 3 should insure thaf these programs
are conductec only with the written informed
consent of the ¢ lent, parents (if the cliant is a
minor) or lage guardian.

This STANDARD is not met as evidenced by:
Based on abs sneation, interview, and record
review, the fa llity's specially-constituted
committee (Hi man Rights Cammittee) failed fo
ensure that re strictive programs were used only
with written ¢c 1zents, for three of three dlients
included in the sample, (Client #1, #2, and #3)

The findings it clude!

1. [Cross Ref rence W124] The faclity's hurman 1. See response to W124. The [fuman Rig]}ls i
rights commit! 2e failed o ensure that informed IC()m.ml'ttcc has 2 procedure 1o review the us ofall
consent had k »en obtained for the use of T"Emlf""e (easures, mfluﬂf‘“gﬁﬁ;“.ﬁf e thar
Behavior Sup| ort Plan (BSP) that incorparated psychorropic medicines; the Q houhrin

the use of pre! ctibed psychotropic medications. such restrictive uteatmcnts for client #1 are hrought / .
Inferview with aualfied Mental Retanation before the HRC for approval. 5/4”’ 2
Professional (! INIRP) on February 8, 2008 at
approximately 1:30 PM revealed that Client #1 did
not have writte 1 nformed consent slghed by a
guardian, It s( ould noted, according to the
QMRP, the ¢lir ni's sisters is " involved” in his life,
but there was 10 evidence that they had been
Informed of th:  use of psychotropic medications.

2_[Cross Refe ‘ence W124] The facility's human _ 2§
rights committ: : failed to ensure that informed * DeeIesponse to #1 above. 3/ /5;/
consent had bi e obilgined for the use of .
Behavior Supg. ori Plan (BSP) that incorporated
the use of pre: oribed psychotropic medieations.
Interview with 1 ualified Mental Retardation
Proféssional (( \WIRF) on February 8, 2008 at
approximataly 1:32 PM revealed that Client #2 did
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not have writ et infarmed consent signed by a
guardian. It shpuld noted, acearding to the
QMRP, the ¢ ient's mather is " involved” in his Iife,
but there wa: no evidence that they had been
informed of t 1e use of psychatropic Medications.

3. [Cross Re ‘erence W124] The facility's human
rights commi tep failed to emsure that informed
consent had 1e=n obtained for the use of
Behavior Suj port Plan (BSR) that incorporated
the use of pn scribed psychotrople medications.
Interview witt Cualified Mental Retardation
Professional QMRP) on February 8, 2008 at
approximatel - 1:34 PM revealed that Clients #3
did not have - yritten informed consent signed by a
guardian. Th are was no evidencs that they had
been informe 1 ¢f the use of psychotropic
medications,

4B3.460(a)(3! PHYSICIAN SERVICES:

The facility m 1s* provide or obtain preventive and
peneral medi al care,

This STANDZ R|3 is hot met as evidenced by:
Based on obr arvation, interview and record
review, the fa ilily failed to ensure general and
preventive cal 2 for two of three clients included in
the sample. ( Sllent#2 and #3)

The findings i elude:

1. Raview of Jlisnt #2's current physician’s
orders on Fek yary 7, 2008 at approximately 9:54
AM revealed { 1e cllent was prescribad a "Cervical
Callar" as par' of his adaptive equipment.
Interview with :he facliity's Licensed Plratical
Nurse (LPN} z nel Qualified Mental Retardation

W 263

W 322

‘use of'the cervical collar, and that (he nosiy g staff |

3. See response o #1 above,

1. The QMRP will ensurc that the purposs,
recommendarions and length of tme the cli nt
should use the cervical coliar is clearly stated in his
ISP. The QMRP will cnsure that the staff 1 cejve
training on how to implement and documen the

have a protocol for monitoring the impieme: itation
of the neck support

3Lostos

35768
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Prefessional . 2MRP) on Fekruary 8, 2008 at
approximatel, 12:00 AM revealad that the client
should wear t e cervical collar during bedtime
enly. Review Jf Client #2's Individual Support
Plzan (ISP) at erided December 20, 2007 under
the gection er liled "My asslstive Davices",
revealed that he cervical collar was to be worn at
bedtime and \. than in the facility. Further
Interview with th2 QMRP revealed that the client
refusad to we ir the collar insida the facilty. He
will take it off. The QMRP stated that it was her
mistake of ne aYdressing this issue to the
Intetdiscipline v Team (1DT) this past ISP and
having staff t¢ document his refusals to wear the
collar while In the facility. Review of the Physical
Therapy asss ssment dated Qctober 12, 2007
failed to reflac { the purpase, recommsendations
and length of ime far the use of the collar. The
assassmient T iled fo provide instructions for
direct care st ff lo ensure appropriate
implementatic 1 ~“or this prescribed suppart,
Further reviev failed to revealed that a protocol
had been dev icpad by the nursing staff and that
ne document: tioin was available to support the
nursing staff 1 ionttaring the implementation of this
neck support ' or Client #2.

2, The tacllity failed to ensure that Cllent #3's soft 2. Sce response to W189 £1.
hand splints v. ere wom in accordance with the

current physic an's orders as evidence below:! 'jé{/ ol

On February « , 22003 at approximately 3:37 PM,
Client #3 was sbserved sitting in a wheelchair

| with his arms and hands tightly agsinst his body
- while watehing televisian. At 5:48 PM direct care
staff was obs¢ rved to place hand splints on the
client Intervic w with Residential Diractiort (RD)
revealed that he hand splints helps with keeping
his hands tigk ly together. Furiher interview with
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the RD reve:z e that the client should wear the
hand splints . (aily and should be remaved by
dinner time, wiview of the current physician's
dated Janua 7 2008 on February 8, 2008 at
approximate! + 2237 PM revealed the cliant has a
diagnosis of | Jerebral Palsy with Spastic
Quadriplegia, M ultiple Flexion Contractures, and
Arthrifis. Fur her review of the physlclan's orders
revealed an « rder for soft hand splints to prevent
further contrz stiures, “The soft hand splints
shauld be pl 3¢ on the client's hands in the
morning afte” the morning care from 9:00 AM to
1:00 PM and -enove from 1:00 PM to 3:00 PM.
Put splints bz 2k on from 4:00 PM to 8:00 PM then
off."

Interview witl Cualified Mental Retardation
Professlonal QMRP) on February 6, 2008 at 3,00
PM revealed hat Client #3 was admitted to the
Tacility from = 1ather provider on January 31,
2008. When asked If all staff had been trainad on
the use of Cli :nt #3's soft hand splints by the
Nursg, the Qi IF.P stated all staff are scheduled to
be trained on Fabruary 13, 2008.

W 331 483.460(c) N JRISING SERVICES W 331

The facility m 151 provide cliants with nursing Sec response o W189.
services In av scrdance with their neads. . 3/1(/ o

This STAND, RD s not Met as evidenced by:
Based on sta finterview and record review the
facllity failed ! > ensure nurslhg servicas in
aéccordance v ith the needs of fwo of two clienis in
the sample. (! Jliznt #1 and Client #2)

The finding iri dudes:

Cross refer tc W322.2. The facility's nursing staff
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The facllity mu st fornish, maintain in good repair,
and teach cliel its to use and to make informed
choices about the use of dentures, eyegiasses,
hearing and ol er communications aids, braces,
and ather davi a3 identfled by the
Interdisciplinar 7 t2am as neaded by the client.

Thils STANDA L) is not ret as evidenced by;
Based on obs' :~vations, interview and record
review, the fac lity failed to ensure that Cllent#2
was provided ' /ith necessary adaptive equipment
(shawer chair)

The finding inc ludes;

Observations :onducted on February 5, 2008
revealed Clier :#2 was blind and required

assistance wil ) robility and Adsptive Living Skills

(ADL). Interviiw with his assigned 1:1 staff on
February &, 2¢ J& at 3:01 PM ravealed that Client
#2 is able to ¢ miplete some ADL sKills with hand

The QI\TRP will ensure that the client hag a : hower
chair as recommended In the PT assessment

CARECO 01 WASHINGTON, DC 20001
(X4) ID SUMMAI' Y STATEMENT OF DEFICIENCIES Io PROVIDER'S PLAN OF CORRECTION (5]
PREFIX (EACH DEFI, IEMCY MUST BE PREGEDED BY FULL PREFLX (EACH CORRECTIVE ACTION SHOULD EE COMFLETION
TAG REGULATOR' OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCERD TO THE ARPROPRIATE DaTE
DEFICIENGY)
W 331 | Continued Fre n page 16 W 331
failed to ensur 2 that Client #3's soft hand splints
were worn in ¢ scordance with the current
physiclan's orn ers,
W 356 | 483.460(g}2) SOMPREHENSIVE DENTAL W 356
TREATMENT '
- . . ‘f_}'l:;—(iM_R P will coordinate with the medical team
The fac'llty mt st EHSUre, comp rehensive dental to cnsure thar clients reccive comprehensive dental
treatment sen ceg that include dental care freatment services. 3/;.5’/9 0
needed for rel 2f of pain and infections,
restoration of | zeth, and maintenance of dental
health,
This STANDA [} is not mat as evidenced by:
W 436 | 483.470(g)(2) SFACE AND EQUIPMENT W 436

b
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PEINTED: 02/15/2008
FORM AFPROVED
OMB NO. DS38-0391

STATEMENT OF DEFICIENCIE (X7) PROVIDER/SUFPLIER/CLIA
AND PLAN OF CORRECTION {DENTIFICATION NUMBER:

03GD1G

¢2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

(X3 DATE SURVEY
COMPLETED

02/08/2008

NAME OF PROVIDER OR SUF 'LIZR

CAREGQ 01

STRERT ADDRESS, CITY, STATE, ZIF CODE
6417 KANBAS AVE, NE

WASHINGTON, DC 20001

(X4 1D
PREFIX
TAG

SUMMA Y STATEMENT OF DEFICIENCIES
(EACH DEF NENCY MUST HE PRECEDED BY PULL
REGULATOF Y OR LSC IDENTIFYING INFORMATION)

DEFICIENCY)

D PROVIDER'S FLAN OF CORRECTION x5)
PREFIX (EACH CORRECTIVE ACTION SHOULD 3E COMPLENION
TAG CROSB-REFERENCED TO THE APPROPF IATE OATE

W 436

W 441

Continued Fr ar page 17

over hand as. islance including tonthbrushing,
putting on ¢le has, washing/drying hand, and
showars. Reiol'd review on Fepruary 7, 2008 at
approximatel, 10:30 AM revealed a Physical
Therapy (PT) Assessment dated Octaber 12,
2007. Accorc Ing to the assessment, it was
recommende | t1at Client #2 utilize a grab bars
and a shower chalr to assist with showering.
Interview with thz Qualified Mental Retardation
Professional ¢ QIMRP) en the same day at
approximatel. 4:25 PM revealed that Client #2 did
not have & sh »wer chair. There was no
documented « vidence that Client#1 was provided
with the show :r chair {o assist with showering a5
recommende in the PT assessment
4B3.470(0)(1) VACUATION DRILLS

The facility mi $1 hold evacuation drlls under
varied conditi n:.

This STANDA RID 1s not met as evidenced by:
Based on obs wrations, staff Interview, and
record verlfice ticn, the facility failed to hold
evacuation dr Is under varied conditians,

Tha finding in Judes:

Review of the fazility's fire drill records on
February 6, 2' Q3 at 1:18 PM revealed thai the fire
drills were cor disted via the front and back door
exits. Intervir w with the Qualified Mantal
Retardation P otessional (QMRMP) on the same
day at 2:10 P[ | revealed that the facilify had at
least five met ot of egress. Further interview
with the QMR ? revealed that there's an exit
through the ki sk en (Side Door) and exit on the
upper lave] of he facility leading ta the back yard.
Further reviev. of the fire drill record revealed that

W 436

W 441

under varied conditions.

The OMRP will ensure thet the KD holds ire
cvacuation drills on all shilts at least quart xly
b5

FORM CMS-2567(02-99) Pravious \' s bns Gbsclets Event ID:YLYG11
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DEPARTMENT OF HE \LTH AND HUMAN SERVIGES FORM AP

CENTERS FOR MEDI( ARE & MEDICAID SERVICES Ob B NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: SOMPLETED
A. BUILQING

B. WING
09GO10 02/08/2008

NAME OF FROVIDER DR SUPI JER STREET ADDRESS, GITY, STATE, ZIF CODE
N
o o 04 8417 KANSAS AVE, NE
ARE WASHINGTON, DC 20001
(X4) ID SUMMAL Y [iTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION {x5)
PREFIX (EACH DEFI' IEMCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD EE COM&TE;NO“

TAG REGULATOR " OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE
, : DEFICIENCY)

W 441 | Continued Fr¢ m page 18 W 441

the side door 1 ixit and the exit on the upper level
had not bean 11sed at least quartery on each
shift There w 135 no evidence that evacuation
drills were hel | Lnder varled conditions.

W 480 | 483.480(a)(1) Q0D AND NUTRITION W 460
SERVICES

Each client m st receive a nourishing, The QMR will ensurc that stafl are trained to
well-balanced Jiet including modified and prop.crly and accuratcfly measure the client’s food
specially-pres! fhed diets servings so that his diet conforms to the diet

rccommended by the Nuotrtionist j/c}f/’

This STANDA D) 1s not met as evidenced by:
Based on obs :rvation, interview, and record
review, the fac ility falled to ansure therapeutic
diets address( d the nutritional neads of one of
two clients in 112 sample. (Client #2)

The finding Tni ludes;

On February £ Z008 at approximately 6:22 PM
Cllent #2 was ierved sweet potatoes, rozsstad
turkey breast, ollard greens, and water as his
baverage duri| g the dinner meal. The staff
preparing the 1neal did not measure the food
portions that v as served to Client #2. Interview
with the staff = ! aipproximately 6;15 PM revealed
that Client #2 15 on a special dist When asked »
how do you kn avr what amount of portlons to give
to Client #2, th 3 staff stated "1 just know, I've been
doing this for# long time." Review of the current
physician's on, ers an February 7, 2008 at
approximately 9:54 AM revealed that Client #2
was prescribe 'z 1800 caloriz [ow fat, low
chalesterol, of apped diet. Review of the
Nutritionist's a isessment revealed that Client #2
was prescribe; 2. 1800 calorie low fat, low
cholesterol, ¢hiopped diet. There wag no
svidence that | 1¢ staff measured the food

FORM CMS-2557(02-88) Previaus V tainne Obsolate Event ID:YLYG11 Facitity 10: 08G010 IF cantinnatio 1 sheet Paga 18 of 20
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CENTERS FOR MED CARE & MEDICA|D SERVICES O VB NO. 0938-0391
STATEMENT OF DEFIGIENGIE 3 (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X.)) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAYION NUMBER: COMPLETED
A. BUILDING
_ 09G010 5 wina 02/08/2D08
NAME OF PROVIDER OR SUF =L ER STREET ADDRESS, CITY. STATE, ZIF CORE
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CARECO 01
. ’ WASHINGTON, bC 20001
0 1D SUMM# Y STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTIO! | (%8)
PREFIX (EACH DEF ZIENCY MUST BE PRECEDED BY RULL PREFIX (EACH CORRECTIVE ACTION $SHOULD BE CaMPLETION
TAG REGULATOI Y OR LSC IDENTIFYING INFORMAYION) TAG CROSS-REFERENCED TO THE APPROPFIATE DaTE
DEFICIENCY) i
W 480 | Continued Fr s page 19 W 480

portions that vere served to the elient in order to
meet his diet 1y needs.
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09G010 02/08/2008

NAME QF FROVIDER OR 2UPi LIER
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WASHINGTON, PC 20001

CARECO 01
(X4} 1D 5UMMa by STATEMENT OF DEFIGIENGIES
PREFIX (EACH DEF| :JENCY MUST BE PRECEDED BY FLILL
TAG REGULATOF: 1 OR LSC IDENTIFYING INFORMATION)

1 000

1042

INITIAL COW. JENTS

A licensure st rvey was conducted from Fepruary
5, 2008 throu| Ih February 8, 2008. The survay
was inltiated | sing the fundamental survey
process. A rz ciom sample of three clients was
selected from a =lient population of five males
with various d szbilitles, The findings of the
zurvay were t ased on observations, inferviews
wlth one clien , staff In the horme and thres day
pregrams, as Mvell 8s a review of clisnt records,
adminlstrative records, and incident reports.
investigation | sports were also reviewed,

3502.2(b) ME AL SERVICE / DINING AREAS
Modified digts shall ha as fallows:

(b) Planned, 1 repared, and served by individuals
whao have reci:ived instruction from 2 dietitian;
and...

This Statute 13 riot met as evidenced by;

Based an obe apration, interview, and recard
review, tha G IVIRP falled to ensure therapeautic
dieis addressi d the nutriional needs of one of
two clients [h ' ne sample. (Resident #2)

The finding in dudes:

On February ., 2008 at appraximately 6:22 PM
Resident #2 v as served sweet potatoes, roasted
turkey breast, collard greens, and water as his
baverage dur' g the dinner meal. The staff
preparing the meal did not measure the food
partions that v 'ag served to Resident #2.
Interview with th2 staff at approximately 6:15 PM
reverled that esidant #2 is on a sgpecial diet.
When asked | aw do you know what amount of
portians to giv 2 fo Resldent #2, the staff stated |
just krow, I've been doing this for a lonhg time,”

D PROVIDER'S PLAN OF CORRECTION - (x5)
PREFIX (FACH CORREGTIVE ACTION SHOULD 4E COMPLETE
TAG CROSB-REFERENCED T0Q THE APPROPRATE DATE
QEFICIENGY)
1 000
(042

The QMRP will cnsurc that staff’ sre tramnec to
properly and accuratcly measure the client’;. food
servings so that his dict conforms to the die
recommended by the Nutritionist.
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FORM APPROVED
STATEMENT OF DEFICIENG! 18 %A UPELIER/CLIA (*3) DATE SURVEY
AND PLAN OF GORRECTION X9 lgggnglil:/% U NUEEBEH: (X2) MULTIPLE CONSTRUGTION COMPLETED
. A BUILDING
B, WING
09G010 02/08/2008
NAWME OF PROVIDER QR 5U 'PLIER , STREET ADDRESS, CITY, BYATE, 2IP CODE
6417 KANSAS AVE, NE
CARECO a1 WASHINGTON, DG 20001
(X4 ID SUMM R STATEMENT OF BEFICIENCIES D PROVIDER'S PLAN OF CORRECTIO Y (xa)
PREFIX (EAGH DE" ICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION $HDULEL BE COMPLETE
TAG REGULATC 1Y OR LSC IDENTIFVING INFORMATION] TAG CROSB-REFERENCED TO THE APPROF UATE DATE
DEFICIENGYT)
| 042 | Continued Fiorn page 1 [ 042
Review of th : current physician's arders on
February 7,: Q08 at approximately 9:54 AM
revealed thal Resldent #2 was prescribed a 1800
calone low fit, ow chalesterol, chapped diet, -
Review of th:: Mutritionist's assessment revealed
that Residen #2 was prescribed a 1800 calorie
low fat, low ¢ olesterol, chopped diet There was
no evidence hat the statf measured the food
portions that vere served to the ellent in order to
meet her diel ary needs.
1091 3504.2 HOU. iEKEEPING 1091 -,
Housekeepir 3 and maintenance eql._llpment shall _']_‘hc_QMRI_;;Nill ensure that fhé doorbell 13 -¢paired
be well const ucted, properly maintained and or replaced. /é L
appropriate t the function far which it is to be 5/})’ ¥
used,
Thig Statute s 1ot met as evidenced by
Based on ob: arvations and interview, tha facility
failed to mair ain the interior and exterior of the
GHMRP in & n a safe, clean, arderly, attractive,
and saniary 1 12nner. :
The finding ir :ludes:
Observation « nd interview with the Qualified
Mental Retarc ation Professional (QMRF) during
the envirahm nfal walk through on February 8,
2008 revealer thatthe door ball located at the
front of the he M2 was abserved net functioning.
1185 3505.5 FIRE AFETY 1135 L
, . _ The QMRP will cusure that te RD holds {ire :
Each GHMRF snall conduct simulated fire drills In evacuation drills on all shifis al least quart rly
order to test i e effectiveness of the plan at least under varied conditions. Mﬁ’
four (4) imes 3 vear for esch shifi
Health Regulation Adminstatc » _
STATE FORM -gang TLYG11 It dontinuation shaet 2 of 10
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(X4) 1D
PREFIX
TAG

SUMMAR " 5TATEMENT OF DEFICIENCIES
(EACH DEFIC ENCY MUST BE PRECEDED BY FULL
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1135

] 208

-| Retardation Pr fassianal (QMRMP) on the same

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION X5)
(EACH CORRECTIVE ACTION SHQULD E|; CUMFLETE
CROSS-REFERENCED TO THE APPROFRI4 TE DATE.
DEFICIENCY)

Continued Fro' 1 page 2

This Statute is not met as avidenced by:
Based on obse vations, staff Interview, ard
record verifica: on, the GHMRP failed to hald
evacuation dril 5 under varied canditions.

The finding inc ucles:

Raview of the 1 scility’s fire drill records on
February 8, 20 18 at 1:16 PM revealed that the
Tire drills were . :onducied via the front and back
doar exits. Ini 2priew with the Qualifled Mental

day gt 2:10 PN revealed that the facility had at
laast five math d of egress, Further interview
with the QMRF revealed that there's an exdt
through the kit. hen (Side Door) and exit on the
upper level of ¢ 1e facllity leading to the back yard.
Further review »f the fire drill record revealed that
the side door ¢ <t and the exit on the upper level
had not been u sed at Inast quarterly on each
shift. Thare wi € no evidence that evacuation
drills were helc under varied conditions.

3508.6 PERSC NNEL POLICIES

Each employe. , prior to employment and

annually there: fter, shall provide a physiclan ' s

centiflcation the t & health inventory has been

performed anc that the employee ' s health status

g{ould allow hit 1 ar her to perform the required
uties. :

This Statute is not met as evidensed by:

Based on inter dew and resord review, the
GHMRP failed to ansure that all staff had current
heglth certiflca en on file.

1 135

1206
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(X4) 1D SUMMAI Y STATEMENT OF DEFICIENCIES D PROVIPER'S PLAN OF CORRECTION (x5)
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DEFICIENCY)
1206 | Continued Frc m page 3 |206

The findings it clide:

1. Review of “1g personnel files conducted on

. T i il cosu ¢ that
February 8, 2( D& at approximately 9:12 PM 1. The Humen Resources Director wi ;
revealed the ¢ HMRP failed to provide evidence Staff #4 has a current health certificarc on fil:. jé—)//é E/
of current curr :nt health certificates for one staff.
(S #4)
| 1227) 3510.5(d) ST# Fi* TRAINING {227

Each training : ragram shall include, but not ba
limited to, the o] awing:

(©) Infection e ntrol for staff and resldents;

This Statute ir not met a5 evidenced by:

Basad on recr d raview, the GHMRP failed o
have on file fo review current training in first Aid
and CPR for e nployees.

The findings if slude;

On February & 2008, review of personnel
records/tralnin j recards revealed that the
following staffs were without current First Ald and
CPR, or both.

1. The Human Resourees Director will cnsu e that
1. Current CPl 1~ S #4 and S #18 e RIS have evidence of cument ClRon | /o

file.
-1392 3620.2(b) PRC FI=SSION SERVICES: GENERAL | 1382
FROVISIONS ' .

Each GHMRP shall have avallable quslified
professional si aff to camy out and monltor
necessary pral assional interventions, in
accordance wi h the goals and objectivas of evary
individua! habil talion plan, as determined to be
necessary by | 1@ interdisciplinary team. The

Health Regulation Administration
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NAME OF PROVIDER OR SUF 'LIER
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8417 KANSAS AVE, NE

profagsional : ervices may include, but not be
limited to, tho se services provided by indlviduals
trained, qualiy ed, and licensed as required by
District of Co' rmibia Iaw in the follawing
discipiines or ar=zas of services;

(b) Dentistry,

This Statute 5 10t met as avidenced by:
Basad on op: ervations, interview, and record
review, the G IMRP failed to ensure
comprehensi e freatment services for the
maintenance »f dental health for two of thres
residents in ¥ e sample. (Client #1 and #2)

The findings 1 1clude:

1. Raeview of Resident #2's medical records on
February 7, 2 Y08 at approximately 11;04 AM
revealed a de ntal consult dated September 19,
2007, The ¢¢ nsult was the follow up fram the
October 3, 2( 0¢ dental appointment. The dentist
findings was ncderate calculus deposits and
recommende 1 patient needs scaling "will submit
pre-authorize jon to Medicaid for approval.”
Interview with the Qualified Mantal Retardation
Professional QMRP) and facility's Licensed
Practical Nur & (LPN} on February 8, 2008 at
approximatel ' 1:10 PM confirmad that Resident
#1 had not bt en back i the dentlst since
October 3, 2 06 almost a year later, The QMRP
stated that th » facllity was still waiting for approval
for dental ser rlcas (Scaling) and that she was
following up v ith this issue. At the time of the
survey, the fz cility failed to provide evidence that
Resident #1 1 aceived timely dental services.
There was al o no evidance of the facility's effarts
to assist with th= obtainment of the

pre-guthorizz jan,

1. The QMRY will coordinate with the DCA
Support Coordinaror to acquire the prior
enthorization required for Medicsid payme it for
dental services on atimely basis, and that t 1e
dentist also provides an appointment for th ; client
within the prior authorization period.

CARECO 01 WASHINGTON, OC 20001
W) I SUMME {;_STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFI JIENCY MUST BiE PRECEDED BY FULL FREFIX {EAGH CORRECTIVE ACTION SHOULD 3E GOMPLETE
TAG REGULATOR ¥ (R LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPR IATE DATE
DEFICIENCY)
1 302 | Continued Frim page 4 1392
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1392 Continued Fri. m page 5 392

2. OnFebruz y 5, 2008 at approximately 3:26 o
PM Resident: 2 was observed to have . 2. See response to #1 abova, 3/ f/d?
discoloratior | raund his teeth, Review of s
Resident #2's madical records on February 7,
2008 at appre draately 9:54 AM revealed a dental
consult dated Jacembar 4, 2006. According to
tha consult, 1 2 dentist recommended scaling due
heavy moder e calculus deposits, and indlcated
she"wlll subrn : ¢re-authorization to Medicald for
approval," Fu iher record review revealsd
another denta eronsult dated Noyember 6, 2007.
According te { 1e consult, there was slight mability
with teath #1¢ and moderata calculus deposits
nated, The de ntist recommended sealing and
“will submit pr »ziutharization 1o Medieaid for
gppraval.” Inf niew with the Qualified Mental
Retardation P ofessional (QMRP) and facility's
Licen=ed Prac Jca! Nurse (LPN) on February 8,
2008 at appro dimately 1:00 PM confirmed that
Resident #2 h 1d not been back fo the dentist
since Decamt =r 4, 2006 almost a year fater, The
QMRP stated hat the facility was still waiting for
approval for d :nal services (Scaling) and that
she was follov ing up with this issue. At ths time
of the survey, he facility failed to provide
evidence that Resident #1 received timely dental
services. The e was also no evidence of the
facility's effort: to assist with the obtalnment of
tha pre-authal zaitian,

1394 3520.2(d) PROIFESSION SERVICES: GENERAL | | 394
PROVISIONS R
e recnonse 10 1042,
Each GHMRF shall have available qualified See respon® o jé-‘ T
profeesional s afl to camy out and manttar
necessary pro egsional interventions, in
accordance w h the goals and objectives of every
individual habl itetion plan, as determined to be
necessary by he interdiseiplinary team, The
professional s :hices may include, but not be
Haalth Regulation Administratic: v
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(2) MULTIPLE CONSTRUCTION
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COMPLETED

limited to, tho. & services provided by individuals
trained, qualifi :d, and licensed as required by
District of Col mbia law In the following
disciplines or , ire:aa of services:

(d) Nutrition;

This Statute i i rot met as avidenced by;

The GHMRP '3ll2d to ensure that qualified
professional s aff carried out and monitared
necessary pro essional interventions, in
accordance w th clients needs, the goals and
objectives of ¢ very individual habilitation plan, as
determined fo beé: necessary by the
interdisciplina ¢ team.

The finding int ludes:

On February £, 2008 at approximately 6:22 PM
Resident #2 w as served swaet potatoes, roasted
turkey breast, :cllard greens, and water as his
beverage durl) g the dinner meal. The staff
preparing the ineral did not measure the food
portions thatv. am served to Resident #2. .
Interview with he: staff at approximately 6:15 PM
reveadled that [ \lezident #2 is on a special diet.
When asked  awr do you know what amount of
portions {0 givi: to Resident #2, the staff stated "|
just know, I've beien doing this for a long time."
Review of the :ument physician's orders on
February 7, 2( )& at approximately 9:54 AM
revealed that [ .esident #2 was prescribed a2 1800
calorie low fat, low cholesterol, chopped diet.
Review of the Jutritionist's assessment revealed
that Residant 1 2 was prescribed a 1800 calorle
low fat, low chi lesterol, chopped diet. There was
no avidence th at the staff measured the food
portians that w 2rz served to the resldent in order
to meet his dic -y needs.
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STREET ADDRESS. CITY, STATE, ZIF CQDE
6417 KANSAS AVE, NE

3520.2(e) PR IFESSION SERVICES: GENERAL
PROVISION:! :

Each GHMR! ' shall have aveilable qualitfied
professionat . {aff to carry out and monitor
necassary pr. fessional intarventions, in .
accordance v itf| the goals and objectives of evary
individual hal {litation plan, as determined to be
necessary by the interdisciplinary team. The
prafessional : ervices may Include, but not be
limited to, thei se services pravided by individuals
traihed, qualil ed. and licensed as raquired by
District of Col 1mibia law in the following
disciplines or arzas of services:

(@) Nursing;

This Statute s ot met as evidenced by:

The GHMRP ‘ailed fo ensure that qualified
prefessional : taff carried out and monitored
necessary pr fessional interventons, in
accordance v ith clients needs, the goals and
objectives of wiry individual habilitation plan, as
determined @ be necessary by the
Interdiscipline -y team for two of three residents
included in th : sample. (Resldent #2 and #3)

The findings i 1¢lude:

1. Crass refe - 12 322.1. Review of Client#2's
current physi: ian's orders an February 7, 2008 at
approximatel 9:54 AM revealed the client was
preseribed @ ' Cirvical Collar as part of his
adaptive equirment. Intarview with the facility's
Llcensed Pis tical Nurse (LPN) and Qualified
Mental Retar: alion Prefesealonal (QMRP) on
February 8, 2 )0B at approximately 10:00 AM
revealed that the cllent should wear the ¢ervical

' callar during | adtime anly. Review of Client #2's

Individual Su; port Flan (ISP) amended

CARECO 01 'WASHINGTON, DC 20001
) 1D SUMME Y STATEMENT QF DEFICIENCIES ID FROVIDER'S PLAN DF CORRECTIOM (x5}
PREFLX (EACH DEFI ZENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD d§ COMPLETE
TAG REGULATO! Y 1R LSC IDENTIFYING INFORMATION) T™ws CROSS-REFERENCED TO THE APPROFF IATE DATE
DEFICIENCY)
1395 Coantinved From page 7 1 385
1395 1395

1. The QMRP will ensiire 4 he purpase
reconumendations and length of time the cliant
should use the cervical collar is clearly stan:d in his

- ISP, The QMR will ensure that the staff r zceive

training on how to implement snd documer ¢ the

,use ofthe cervical collar, pnd that the nursi: 1 staff

hffve a protocol for monitoring the impleme ntation
of the neck support.
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December 20 2007 under the sectlan entitled
"My asslstive Jevices", revesaled that the cervical
collar is to be worn ai bedtime and when ih the
facility, Furth: :r Interview with the QMRP
revezled that he client will not wear the callar
Inside the faci ity. He will take it off. The QMRP
stated that it v 23 her mistake of not addressing
this issue to . e Interdisciplinary Team (IDT) this
past [SP and 1aving staff to document his
refusals to we ar the collar while in the facility.
Review of the. Plysleal Therapy assessment
dated Ociobe 12, 2007 failed to reflect the
purpose, recc. nmendations and length of Ume for
the vae of the collar, The assessment failed to
provide instru :tions for direct care staff to ansure
appropriate ir plementation for this prescrined
suppott, Fur her review failed fo revealed that a
protocol had | 2en developed by the nursing staff
and that no ot cumentation was avallable to
support the n' rzing staff moenitoring of the
implementatic n of this neck support for Client 2.

12. The QMRP will ensure that the RD and staff arc

2. Cross refe "to 322.2. The facllity falled to trained on the physician™s orders on the usc of the
ensure that C lent #3's soft hand splints were splints, and ensure that stall implement the orders /é
worn in accor [a~ce with the current physician's a5 Writren. 3/?'{ q
orders. ,
1422 3521.3 HAEIl [TATION AND TRAINING 1 422 e
. The QMRP will cnsure thar stafT in the resilence
Each GHMRF shall provide habilitation, training ore effeclively trained in implementing clieyt#1’s
and asslstanc 2 o residents In accordance with S IPPs, and that residential staff ensure that lie is /é {k
the resident* : 1 ndlvidual Habilitation Plan. encouraged w improve his self managemer t skills. | 7,

This Statute |5 not met as evideneed by:

Based on obs zr/atlon, interview and record
review, the fa ity falled to implement programs
as outlined in he Individual Pregram Plans
(IPPs), for on ¢ f three clients ingluded in the
sample. (Res ident #3)
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Continued Fr m page 9
The finding in :ludes:

On February !, 2008 at approximately 6:22 PM
Resident #1 v a5 served sweet potatoes, roasted
turkey breast, collard graens, and beverage
pureed during h's dinner meal. The resident was
observed to r: ceive tofal assistance from his 1:1
stz=ff persan. nierview with the 1:1 staff revealed
that the client is totally dependesnt with feeding
and his ADL « kills. Observations of the unch
meal at the di y program on February 8, 2008 at
12:11 PM the ragident was served mixed
vegetable, ba ;ed fish, and wheat bread puraed,
The assigned 1:1 staff was observed to fead
Resident #1 v Ith hand over hand assistance an
encourage hir 110 raise the spoon fllled with food
to hts mouth ¢ uring the entire meal. Interview
with the 1.1 & 5f) at the day program revealed that
she was train 4 to feed Resident #5 with hand
over hand ast istance. The 1)1 staff further
revealed that wwsidant #5 has an objective to
ralge hiz spog 1 with food to his mouthk with hand
over hand as: istance. Review of Resident #1's
Individual Prg jram Plan (IPP) dated January 24,
2008 on Febri gy 7, 2008 at approximately 3:11
PM revealed . program that siated "with hand
aver hand as: istance, the olient will raise hls
spoon filled w th foad to his mouth three tmes
with 100% ac uracy for & consecutive months.”
There was n¢ eviderice that the Residant #1 was
afforded the c oportunity for self-mansgement and
encaurage to arflcipate in his programs during
the dinner me 3l on Eebruary 5, 2008.
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TO: Michael D. Waiker
Sharon Mebane
Fatricia Vanburen

FR: Marsha Thompson
DT: Feb. 25, 2008

RE: Plan of Correction

Hi, Al.:

Please see the attached POC for Careco 01, located at 6417 Kansas Avemue, NE D(.
20001

This P )C is being transmitted to you via fax.
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